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A Few Reminders

v’ Please introduce yourself and your organization in the chat

v'Recording and slides will be shared following this session of the Health Equity Learning
Collaborative

v’ Please keep yourself muted unless you have a question. We will have time for questions,
but feel free to raise your hand at any time.

v" Alive transcript of the meeting is available. To turn on closed captioning, click on the
upward arrow next to Live Transcript and select “Captions.” The Captions option may also
be available under the icon labeled “More.”
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Shared HELC Goals:

« Use the ECHO® learning framework to depIO}/1 community-driven
models of care to achieve agreed-upon health equity goals.

. Impdle{nent the CHI HCPCS codes through Multi-Payer Alignment
models.

* Implement TeamSTEPPS to sup{)ort clinical integration to
operationalize a market-driven strategy to achieve health outcome
Improvement.

« TeamSTEPPS is an evidence-based framework to optimize team
performance across the healthcare delivery system.

o hitps://www.ahrq.gov/teamstepps-program/index.htmi



https://www.ahrq.gov/teamstepps-program/index.html
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Agenda

. Welcome and Introductions
. Recap of the February Process Workflow Discussion

. Application of implementation challenges for Chronic Care
Management to the implementation plan for Community
Health Integration (CHI): Care Transitions Process Flow

. CMS FAQ on Health-Related Social Needs
. Next Steps
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LET’S Using chat or raise your hand:

» What is one thing you learned from

@ C| | ﬁ | the February 15t ECHO session?
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Practuees [EXAMPLE]

For Reference:
Workflows:

» Qutpatient Medicare

* Qutpatient Medicaid
 Home Visit Model

Community Health Integration
HCPCS Codes
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Care Transitions
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CMS Health Related Social Needs FAQ

https://www.cms.gov/files/document/health-related-social-needs-
faq.pdf



https://www.cms.gov/files/document/health-related-social-needs-faq.pdf
https://www.cms.gov/files/document/health-related-social-needs-faq.pdf
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LET’S Using chat or raise your hand:

S « What is one “ah ha” moment you had
during today’s session?

&G| |/ \ | « What is one action you plan to take

after today’s session?




Partnership
to Align Social Care

A National Learning
& Action Network

Next Steps

\),
\—7

Community-Driven, Multi-Payer Health
Equity Solutions: An ECHO Collaborative

o

FREEDMENS HEALTH

HEALTH 1S FREEDOM

Project

ECHQ,




. N
Partnershi ) i
to Align Soe:ial Care’ < @ ECHO

llllllllllllllllllllllllllllllllll IRI‘II)\“\rS III \I I“
A National Learning i i i HEALTH 15 FREEDOM
& Action Network

Open Learning
v'Starting with April 4% | 2:00 to 3:30 EST and occurring bi-weekly

v'Each Open Learning Call will include:

* A keynote on a specific topic shared during a previous ECHO
session followed by discussion

* Open Mic — topics raised on the spot or submitted in advance
by completing:

ohttps://forms.gle/gPprvFH3gmXWw8Xo09



https://forms.gle/qPprvFH3qmXWw8Xo9
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Next Steps & Requests

v"Make sure that the Partnership has contact information for all Community-
Clinical Team Members as they are committed.

* Please make changes/additions through this form: htips://forms.gle/Yp4XWFKKPmMAu\WS5k7

v Extended Timeline: Submit your Community-Clinical Team Profiles by EOD
on Friday, March 29

v'Schedule your CCT Call with the HELC Staff Team using this link:

https://calendly.com/helc-community-clinical-team-mtgs/helc-community-
clinical-team-mtgs?month=2024-03



https://forms.gle/Yp4XWjFKKPmAuW5k7
https://calendly.com/helc-community-clinical-team-mtgs/helc-community-clinical-team-mtgs?month=2024-03
https://calendly.com/helc-community-clinical-team-mtgs/helc-community-clinical-team-mtgs?month=2024-03
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Learning Collaborative Resources

« NEW: HELC ECHOQO Sessions Recordings & Resources:
https://www.partnership2asc.org/healthequity/helc-resources/

« NEW: Partnership CHI/PIN Implementation Resources and Events:
https://www.partnership2asc.org/implementation-resources/

* NEW: Freedmen’s Health Consulting Implementation Resources:
https://communityhealthintegration.info



https://www.partnership2asc.org/healthequity/helc-resources/
https://www.partnership2asc.org/implementation-resources/
https://communityhealthintegration.info/
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Learning Collaborative Resources

 Qverview: www.partnership2asc.org/heathequity/

 FAQ: www.partnership2asc.org/FAQ

« Example: https://www.partnership2asc.org/healthequity/example-
participating-market/

 Health Plan Outcomes:
https://www.partnership2asc.org/healthequity/healthplanoutcomes/

« CHI Implementation:
https://www.partnership2asc.org/healthequity/chiimplementation/

18


http://www.partnership2asc.org/heathequity/
http://www.partnership2asc.org/FAQ
https://www.partnership2asc.org/healthequity/example-participating-market/
https://www.partnership2asc.org/healthequity/example-participating-market/
https://www.partnership2asc.org/healthequity/healthplanoutcomes/
https://www.partnership2asc.org/healthequity/chiimplementation/
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